Autism spectrum disorders (ASDs) refers to a group of neurodevelopmental disorders characterized by difficulties in social communication and behavior. 1 Children with this disorder often present with co-occurring conditions and comorbid disorders, including intellectual disability, deficits in adaptive and personal self-sufficiency skills, emotional and behavior disorders, and problems with feeding and sleeping. [1] [2] [3] [4] [5] [6] In light of these developmental conditions and co-occurring disorders, children with ASDs often require comprehensive school and community-based services throughout childhood and receive more types of services than children with other disabilities in school. 7 Some children with ASDs receive services initially through communitybased early intervention services, via an individualized family service plan. However, delays between diagnosis and referrals can create barriers to accessing services in a timely fashion. 8 Moreover, under federal law, early intervention services end at age 3, and services are subsequently determined by the child's school district. Parents have reported difficulties with this transition because early intervention is family focused, whereas special education is education focused. 8 Problems that are not directly related to education (eg, eating, sleeping, behavior at home) that may have been treated under early intervention typically receive little attention under special education.
After the age of 3, intervention for ASDs is provided via an individualized education plan, a document that is developed by school personnel in collaboration with parents and identifies the services and accommodations the child will receive. 9 These plans are often unsatisfactory, however, because despite federal mandates to use evidence-based instructional methods in schools, 9 school personnel often do not use effective methods for children with ASDs. 10 Indeed, there is a long history of special education litigation documenting that, in many cases, schools have not complied with federal law. 11, 12 In the context of increased prevalence of ASDs in schools 13, 14 and lack of adequate training, recruitment, and program development, 15 many parents of children with ASDs request additional, related services. In fact, the vast majority of parents of children with special needs who request additional services from schools have faced difficulties obtaining them. 16 A nationally representative study 17 showed that parents of preschool-aged children with ASDs in the United States were equally satisfied with the quality of services but less satisfied with the quantity of services their children received, compared with parents of children with other disabilities. Smaller, local studies have shown that a majority of parents of children with ASDs are dissatisfied with the school's ability to meet their child's needs, 18 with nearly half of the parents wanting their children moved to another school. 19 Much special education litigation has been related to the quantity of services received. 20 Community-based health services face similar training, access, and satisfaction issues to those faced by school services. Community-based health services are often needed by children with ASDs to address medical, emotional, and behavioral disorders that are not addressed in the school or included in the individualized education plan. Despite published practice guidelines for quality of care for children with ASDs, 21 services have not been provided as recommended. 22 Previous studies have focused on the preschool-aged population or have used small, nonrepresentative samples. For this study we used the 2005-2006 National Survey of Children With Special Health Care Needs (NS-CSHCN) to describe access to and satisfaction with school and community health services for children with ASDs aged 0 to 17 to determine if families with a child with ASDs have less access to school and community health resources than families of other children with special health care needs (CSHCN) and whether they are more dissatisfied with the services.
METHODS

Sample
For a description of the survey, please see the introductory article of this supplemental issue of Pediatrics. 23 The analytic sample for this study was the full sample.
Measures
Autism Measure
Autism was measured with the following yes/no question: "To the best of your knowledge, does (child) currently have autism or autism spectrum disorder, that is, ASD?"
Health Care Services Screener
Parents were asked if their child currently needed prescription medication; had limitation of activity; had emotional, developmental, or behavioral problems; needed physical, occupational, or speech therapy; or needed more medical care, mental health services, or educational services than his or her peers.
Access to Community and School Health Services
The survey defined community and school health services broadly: "We have been talking primarily about medical services provided by your child's doctors. There are other types of services children may need or use because of their health. These services may be provided by early intervention programs, schools, childcare facilities, vocational education and rehabilitation programs, and other community programs." Access to these services was measured with a yes/no question: "Thinking about (child)'s health care needs and all the services that (he/she) needs, have you had any difficulties trying to use these services during the past 12 months (since his/her birth [if child is an infant])?" Those who responded in the affirmative were asked to identify reasons for the lack of access from a list of 12 options. The reasons included "could not get information you needed" (information), "too much paperwork required" (paperwork), "you did not have enough money" (money), "transportation was a problem" (transportation), "you couldn't get the services when (he/she) needed them" (timing), "long waiting lists" (long wait), "problems in communication between service providers" (communication), "could not find service providers who had the skills the (child) needed" (skills), "types of services (child) needed were not available in your area" (availability), "services were available but (he/she) was not eligible" (not eligible), services were available but "(he/she) had used up all eligible benefits" (eligibility used), and "did not have time to figure it all out" (time).
Dissatisfaction With Services Received
Dissatisfaction with services was measured with a dichotomous variable that grouped parents who answered "Thinking about (child)'s health needs and the services (he/she) receives, how satisfied or dissatisfied are you with services?" with "very dissatisfied" or "somewhat dissatisfied" versus those who responded "somewhat satisfied" or "very satisfied."
Demographic Variables
Race of the child was measured with a derived race variable that categorized race as white, African American or black, other race, or multiple races. Similarly, we used derived variables for Hispanic or Latino ethnicity, child's gender, insurance status (insured according to the National Center for Health Statistics definition or not), urban, and highest level of education in the household (less than high school, high school, or more than high school). Poverty level was coded by recategorizing the poverty-guideline-derived variable that used income and family size to classify household's income into the 2005 US Department of Health and Human Services guidelines. We collapsed the variable into 3 categories: Յ200% federal poverty level (FPL), 200% to 400% FPL, and Ն400% FPL. All participants consented to the study. We did not impute missing data. Additional information on the survey and consent procedures is available. 24 
Weights
We used Stata (Stata Corp, College Station, TX) to adjust for the complex sample design by using Taylor approximations that provide the correct SEs, following NS-CSHCN guidelines. 24 
Analysis
Demographic characteristics and access and satisfaction questions were analyzed by using univariate descriptive and 2 statistics by ASDs versus other CSHCN groups. Because of the number of bivariate comparisons, we set the significance level at 1% to minimize type 1 errors. We conducted multivariate logistic regressions on the outcomes, controlling for demographic variables (age, gender, race, Hispanic ethnicity, education, insurance status, urbanicity, and poverty). Age was entered as a continuous variable.
RESULTS
Sample Description
There were 2123 children with ASDs in the sample, comprising 5.4% of the population of CSHCN. Table 1 lists the demographic characteristics for the children with ASDs and other CSHCN. Children with ASDs were comparable to other CSHCN in terms of race, parental education, poverty level, urbanicity, Hispanic ethnicity, and insurance status. Compared with other CSHCN, children with ASDs were less likely to be infants or toddlers (1.6% vs 6.9%; P Ͻ .01) and more likely to be male (79.1% vs 58.2%; P Ͻ .01). Table 1 also lists responses to the special health care needs screener. Compared with other CSHCN, children with ASDs were less likely to take prescription medication (57.8% vs 82.3%; P Ͻ .01) and more likely to have limitation of activity (70.0% vs 20.6%; P Ͻ .01), have emotional, developmental, or behavioral problems (80.7% vs 26.5%; P Ͻ .01), need physical, occupational, or speech therapy (76.2% vs 18.1%; P Ͻ .01), and need more medical care, mental health services, and/or educational services than their peers (89.6% vs 41.1%; P Ͻ .01). Table 2 compares access to and satisfaction with community and school services for children with ASDs versus other CSHCN. Parents of children with ASDs reported more problems using services (27.6% vs 9.7%; P Ͻ .01) and were more likely to be dissatisfied with the services received (19.8% vs 7.9%; P Ͻ .01).
Comparison on the Special Health Care Needs Screener
Access to and Satisfaction With Community and School Services: Univariate Results
In considering reasons for poor access to services, parents of children with ASDs who had difficulty using ser-vices reported "no providers with skills child needed" (59.3% vs 39.5%; P Ͻ .01) and "services not available in my area" (56.3% vs 39.1%; P Ͻ .01) more frequently than parents of other CSHCN. "Long waiting lists" was significant at the 5% level (55.1% vs 44.5%).
The majority of parents in both groups reported that informational barriers, such as "could not get information," "could not get what was needed," and "communication problems among providers," created difficulties to accessing services.
Finally, additional barriers to services reported by fewer than 50% of parents of both groups included transportation problems, language or cultural problems, lack of eligibility, used-up eligibility benefits, too much paperwork, and not having enough time. 
DISCUSSION
This is the first nationally representative study to investigate access to community and school health services and satisfaction with services received for parents of children aged 0 to 17 with ASDs. Parents of children with ASDs reported that their children required additional educational, mental health, or physical, occupational, or speech therapy, consistent with previous research on health care and educational utilization for this subpopulation. 7, 25 We found that parents of children with ASDs were 3 times more likely to report difficulties accessing community and school health services their children needed, compared with parents of other CSHCN. This result was obtained after adjusting for demographic variables. It is interesting to note that, although the majority of parents of CSHCN, including parents of children with ASDs, reported serious informational and communication barriers to accessing services, parents of children with ASDs were more likely to identify lack of supply of qualified providers and available services as a problem (services not available or no skilled provider).
This study corroborates findings from previous studies. Compared with a recent nationally representative study of satisfaction with schoolbased services for preschool-aged children with ASDs, our study found higher dissatisfaction but similar odds (ϳ2.5) between parents of children with ASDs and those of children with other disabilities. 7 The dissatisfaction levels we found were closer to those reported by smaller studies. 18 As in other studies, we found that parents of older children were more likely to be dissatisfied, as were parents of children who lived in poverty or in the cities or who were uninsured. It is notable that the presence of ASDs was the largest predictor in the multivariate analyses, similar to the associations of being below 200% FPL or being uninsured.
Combined with results from a previous study 25 that showed that parents of children with ASDs were more likely to be dissatisfied with primary care services, our study suggests that parents with ASDs are more likely to be dissatisfied with services across all settings than parents of children with other conditions.
The multivariate logistic models revealed a compounded level of dissatisfaction and problems of access if the family, in addition to having a child with ASDs, was impoverished, uninsured, or both. This suggests that the likelihood that families of children with ASDs who have additional risk factors can secure services that satisfy them is very small.
In summary, although parents of children with ASDs face many of the same informational barriers to secure community and school services for their children faced by parents of other CSHCN, parents of children with ASDs face larger shortages in the supply of services appropriate for their children's needs. This lack of adequate supply seems amenable to public policy remedies that would fund additional training and services for children with ASDs in the United States.
Limitations of the Study
There are a few potential limitations in this study. First, all data were based on parental report. Although parent report of ASDs is viewed as fairly reli- 
